INTRODUCTION
Hernia (Latin, disruption; Greek, bud) it's defined as the organ protrusion through a gap in the abdominal wall when there is a weakness or hole in the peritoneum, the muscular wall that usually keeps abdominal organs in place. The abdominal wall hernias are the most common cause for major surgery. 1 The hernias are among one of the most frequent disease that affect men, being one of the first diseases to be detected due to the obvious signs. Surgical techniques with mesh or without produce different immediate postoperative complications. 2 Hernias can commonly be found in the following areas, Groin: a femoral hernia creates a bulge just below the groin. This is more common in women. An inguinal hernia is more common in men. It is a bulge in the groin that may reach the scrotum. Upper part of the stomach: a hiatal or hiatus hernia is caused by the upper part of the stomach pushing out of the abdominal cavity and into the chest cavity through an opening in the diaphragm. Belly button: a bulge in this region is produced by an umbilical or per umbilical hernia. Surgical scar: past abdominal surgery can lead to an incisional hernia through the scar. 3 Hernioplasty is one of the most common surgeries performed in the world with an excellent outlook. It does not only repair the condition but also prevent its recurrence.
The procedure is often used interchangeably with herniorraphy but they have some notable differences including the fact that herniorraphy repairs the abdominal wall without introducing any supportive device like a patch. 5 Mesh fixation as a routine appears to be unnecessary hernia repair. It is associated with higher operative costs and an increased risk of infection without increasing the risk for early hernia recurrence. 6 The mesh can be placed without fixation or can be fixed into place, The current surgical options for mesh fixation include, but are not limited to, sutures, tacks or staples, self-fixing meshes and fibrin or other glues. 7 Several studies have shown that nonfixation is a viable option without an increased risk for recurrence, and that it also has the advantages of shorter operative time, less chronic groin pain, no injury to the vas deference, gonadal vessels, inferior epigastric vessels, in groin hernias. and an overall improved quality of life when compared with mesh fixation. 8 The aim of this study was to compare Herrnioplasty with or without mesh fixation for inguinal hernias, paraumbilical hernia and epigastric hernia.
METHODS
This study was a prospective study which was conducted at Sohag University Hospital at sohag gouvernrate Egypt, the data base was reviewed. The data were analyzed by SPSS data base with application of Chi -square test and test of comparison of proportions, p value < 0.01-0.05. Agreement of ethical committee and written consents from patients was obtained. The study include patients (males and females) with hernia (inguinal both direct and indirect, epigastric and Para umbilical) during the period of the study from April 2018 to March 2019. Analysis of the clinical presentation, type of hernia and patients risk factors was done.
All patients with above mentioned hernias without history of previous operations, was eligible for the study. All the data was recorded tabulated and statistically analysed emphasizing on:
 Clinical data including patient age, sex, risk factor, previous surgery.  All investigations laboratory and radiological will also be added.  Follow up the patients up to six months after discharge for possibility of recurrence or any other complications.
RESULTS
A total of 288 patients were admitted to the outpatient general surgery clinic at Sohag University Hospital complaining of hernia from April 2018 to march From 288 patients, 26 patients (9%) were hypertensives, 13 patients (4.5%) were diabetic and 13 patients (4.5%) were smokers.
On follow up of patient's post-operative, 41 patients (14.2%) had post-operative pain at site of hernia and treated by analgesics, 12 patients (4.2%) had seroma at site of the wound, none of our patients had wound haematoma, 12 patients (4.2%) had hernia recurrence and 19 patients (6.6%) had wound infection. Follow up period extended for eight months post operatively, patients without fixation to their mesh had less pain and infection, also less operative time and less cost. But no significant difference was found between both groups in recurrence, seroma haematoma and displacement of hernia.
DISCUSSION
Several investigators have questioned the need for mesh fixation, which has been implicated as a source of chronic inguinodynia for example in groin hernias. Mesh fixation is believed to prevent hernia recurrence as it is an important measurable outcome. The mechanisms of recurrence have been studied by many investigators and are mostly related to technique rather than fixation of the mesh or not. One of the most common reasons for recurrence is incomplete dissection. Incomplete dissection is more often associated with inadequate reduction of the hernia sac, missed hernias, missed lipomas or preperitoneal fat, insufficient exposure for adequate mesh size. Another common reason for hernia recurrence is inadequate overlap of the hernia defect from placement of a small mesh. And to avoid problems with mesh migration and shrinkage. Avoiding mesh fixation prevents nerve entrapment in groin hernias. Kraus first reported damage to the lateral femoral cutaneous nerve of the thigh and subsequently noted injury to the femoral branch of the genitofemoral nerve. The cause of injury was misplacement of staples, and he concluded that more accurate positioning would decrease the incidence of nerve injuries. 9 There are several prospective randomized studies comparing fixation versus non fixation of mesh in hernia repair. 10 In a prospective randomized study reported no difference in the hernia recurrence rate between fixation versus non fixation of the mesh in different groups over 12-month follow-up period in 92 patients.
In our series, we conducted a prospective study in about 288 patients, mesh fixation either by staples or stitches carried out in141patients and in 147 patients we did not fix the mesh.
We noticed no significant difference between both fixation or non-fixation of the mesh on post-operative seroma, recurrence or displacement of the mesh.
Post-operative pain and infection was related more to patients whom their mesh was fixed.
Follow up period extended for eight months post operatively. Also there was no significant difference in outcome between fixed mesh or non-fixed. Taylor conducted a large prospective multicenter double-blinded randomized trial for 500 hernias repaired. They found no difference in recurrence between fixation versus non fixation of the mesh. They also looked at pain after hernia repair. Moderate to severe pain was reported in 2% of fixated repairs and none in patients with unfixed mesh.
11
There are several other randomized studies comparing fixation versus non fixation with similar results. Some suggest that mesh fixation should be used in patients with large hernia defects. Hollinsky did a cadaver experiment in non-fixed mesh.
They recommended minimum mesh overlap of 2 cm for small hernias. For a hernia size 2 cm and larger, the distance between the margin of the prosthesis and the hernial opening should be equal to the diameter of the hernia. From 4 cm and larger, they recommended that the prosthesis should be secured with a stapler or a stitch. Based on this experiment, Lau et al. did selective non fixation of hernias for the size smaller than 4 cm and recommended fixation of mesh for hernias more than 4 cm. In theory, even a defect greater than 4 cm could be repaired without fixation but with a greater sized mesh. 12 In our study, we followed the above mentioned method in choosing the size of the mesh, the distance between the margin of the prosthesis and the hernial opening was equal to the diameter of the hernia.
